We report a patient with subacute thyroiditis complicated by vocal cord paralysis; the paralysis has persisted after recovery from thyroiditis.
Introduction
Vocal cord paralysis can occur in malignant diseases of the thyroid with an incidence of 11-3% (Holl-Allen, 1967 ). It is rare (0 7%) in benign diseases of the thyroid when it is associated usually with multinodular goiters (Holl-Allen, 1967; Rueger, 1974) . In a systematic review of the literature, we were unable to find documented cases of vocal cord paralysis in subacute (de Quervain's) thyroiditis. We report a patient with the simultaneous occurrence of subacute thyroiditis and vocal cord paralysis.
Case report
A 38-year-old male patient presented with fever, weakness, pain in the throat and in the anterior part of the neck. After a week he began to suffer from hoarseness. On examination, the thyroid gland was enlarged and tender. Indirect laryngoscopy revealed paralysis of the left vocal cord. Significant laboratory findings were: erythrocyte sedimentation rate (ESR) 50-80 mm/hr; white cell count 11 x 109/litre; alkaline phosphatase 240 iu/litre (normal '100). The serum bilirubin and glutamic oxalacetic transaminase were normal. Thyroxine (T4) was 11 5 ,ug/dl (normal=4-7-10-7 ,ug/dl). Radioactive iodine ('3'I) uptake by the thyroid gland was very low (3% after 2 hr, 0-8% after 24 hr) and the thyroid gland could not be demonstrated by radioisotope scanning. The diagnosis of subacute thyroiditis was thus apparent by both clinical and laboratory findings.
The patient was initially treated with prednisone (40 mg/day), with a gradual tapering of the dose following clinical improvement over a period of 1 month. The symptoms subsided and all laboratory abnormalities (ESR, T3, T4, alkaline phosphatase) returned to normal. A repeat radioactive iodine uptake test was performed after 1 additional month and was normal. Hoarseness and vocal cord paralysis did not improve within a foilow-up period of 1 year.
Discussion
Our patient shows the simultaneous occurrence of subacute thyroiditis complicated by vocal cord paralysis, which has persisted despite full clinical and laboratory recovery of the thyroid gland.
Although this complication has been described in the course of malignant and benign diseases of the thyroid, in a systematic review of the literature we could not find any documented case of vocal cord paralysis complicating subacute thyroiditis. In a series of 1200 patients with thyroid disease, paralysis of the recurrent laryngeal nerve occurred in 11-3% of cases with malignant thyroid diseases, and in only 0 7% of benign thyroid conditions (Holl-Allen, 1967) . In a series of five cases reported by Rueger (1974) , and three cases reported by Worgan and Saunders (1974) of vocal cord paralysis in thyroid disease, this complication occurred mainly in adenomatous conditions. In a review of 134 cases of recurrent laryngeal nerve paralysis, only three were associated with thyroid disease (malignant tumour in two patients, and trauma in one).
In a review of 56 cases of subacute thyroiditis (Volpe and Johnston, 1957) , hoarseness was mentioned as a symptom in eight patients. However, no mention is made oflaryngoscopy findings, if any, and the aetiology or significance of this symptom is not clarified.
Proposed mechanisms of recurrent laryngeal nerve paralysis in benign thyroid disease have been stretching of the nerve by the swollen gland, pressure of the nerve between goitre and trachea and spread of the inflammatory process beyond the thyroid gland involving the nerve and resulting in chronic perineural fibrosis (Holl-Allen, 1967; Rueger, 1974 Another finding of interest in our case is the elevated serum alkaline phosphatase. Recently, sporadic cases of transient elevated alkaline phosphatase have been reported in patients with subacute thyroiditis (Tur-Kaspa and Naparstek, 1978-three cases; Hamilton, 1979-two cases; Perez Jimenez et al., 1979-one case) . The cause of this liver enzyme abnormality in subacute thyroiditis is yet unknown.
